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The  ovarian  vein  embolization  is  a  recognized  treatment
for  patients  with  pelvic  venous  insufﬁciency  (PVI).  Scle-
rosant,  glue,  detachable  balloons  and  coils  are  used  for
embolization  of  gonadal  and  pelvic  veins,  while  the  most
preferred  materials  are  coils  [1].  However,  it  is  a  time  con-
suming  procedure  and  often  requires  the  using  of  multiple
pieces  of  coils.  Major  complications  such  as  migrations  of  the
coils  to  other  organs  were  also  reported  [2,3].  Amplatzer
vascular  plug  (AVP)  is  a  more  reliable  alternative  to  the
coil  for  embolization  of  medium  to  large  vessels,  because
of  shorter  procedure  times  and  lower  radiation  exposure  for
physician  and  patient.
A  29-year-old  multiparous  woman  with  pelvic  and  leg
pain,  dyspareunia,  menstrual  pain,  and  increased  urina-
tion  frequency  was  evaluated  for  PVI.  Visible  vulvar,  thigh
and  gluteal  varices  were  observed.  Right  great  saphenous
vein  insufﬁciency  and  bilateral  pudendal  varicose  veins  were
detected  with  color  Doppler  ultrasound.  Abdominopelvic
CT  scan  and  CT  venography  (CTV)  were  done  for  evalu-
ation  of  the  possible  causes  of  chronic  pelvic  pain.  The
diameter  of  both  ovarian  veins  was  about  of  10  mm  and
pelvic  varicose  veins  were  detected  with  CTV.  The  other
causes  of  chronic  pelvic  pain  were  excluded  with  CT  and
gynecological  examination.  Based  on  the  history  and  the
clinic  ﬁndings  of  the  patient  with  chronic  pelvic  pain,  the
diagnosis  of  the  PVI  was  considered  and  informed  con-
sent  document  was  signed  by  patient  for  digital  subtraction
venography  (DSV)  and  embolization  procedure.  The  proce-
dure  was  performed  in  the  angiography  suite.  The  ovarian
and  internal  iliac  venographies  were  done  by  right  femoral
vein  access.  DSV  showed  dilated  bilateral  ovarian  veins
and  reﬂux  in  the  ovarian  veins  (Fig.  1a,  Fig.  2a).  Bilateral
ovarian  venography  also  showed,  opaciﬁcation  of  right  vul-
var  varices,  and  reﬂux  of  contrast  medium  in  the  pelvic
varicose  veins  but  not  from  one  ovarian  vein  to  another
(Fig.  1b—c,  Fig.  2b).  Diameters  of  the  pelvic  varicose  veins
were  more  than  5  mm.  Stagnation  of  contrast  medium  in
pelvic  veins  was  detected  with  bilateral  ovarian  venogra-
phy.  There  was  no  connection  between  the  pelvic  varicose
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ight  ovarian  vein  is  rare.  The  severe,  mild  tortiousity  of
ight  ovarian  vein  and  reﬂux  in  the  right  ovarian  vein  to
he  pelvic  varicous  veins  were  considered  as  signs  of  right
varian  vein  insufﬁciency  (Fig.  1a—c).  Before  ovarian  veins
mbolization,  foam  sclerotherapy  of  pelvic  varicose  veins
as  performed  with  0.5  ml  1%  polidocanol  in  the  Tren-
elenburg  position.  A  long  6F  introducer  sheath  (Flexor
uohy-Borst  Side-arm  introducer;  Cook  Medical,  Blooming-
on,  IN)  and  A  6F  guiding  catheter  (Launcher  JR  5.0;
edtronic  Inc.,  Mineapolis,  MN)  were  used  to  deliver  AVPs
nto  ovarian  veins.  Two  vascular  occluders  (amplatzer  vas-
ular  plug  2;  St.  Jude  Medical,  Plymouth,  MN)  were  placed
o  the  distal  part  of  ovarian  veins  and  just  1—2  cm  below
unction  of  the  ovarian  veins  (Fig.  3a—b)  for  preventing
ecanalization.  The  diameters  of  the  plugs  were  10  mm  and
2  mm,  respectively.  Postprocedural  DSV  showed  total  occlu-
ion  of  ovarian  veins.  There  was  a  decline  in  symptoms  of
elvic  venous  insufﬁciency  after  the  ﬁrst  month  follow-up.
ndovenous  laser  ablation  of  the  right  great  saphenous  vein
as  planned.
In  one  third  of  the  patients  with  chronic  pelvic  pain,  no
bvious  etiology  can  be  detected  with  routine  diagnostic
ork-up.  PVI  is  determined  in  approximately  30%  of  patients
ith  pelvic  pain  even  if  there  is  no  apparent  cause  detected
ith  routine  examination  [1].  Embolization  of  incompetent
onadal  and  pelvic  veins  offers  an  effective,  minimally  inva-
ive,  safe  therapeutic  option  with  greater  than  95%  technical
uccess  rate  and  signiﬁcant  relief  of  symptoms  in  68%—100%
f  patients  [1]. Embolization  of  the  gonadal  veins  with  coils
s  considered  to  be  safe  method  for  treatment  of  PVI.  How-
ver,  coil  migrations  into  renal  vein,  pulmonary  circulation
nd  heart  were  reported  as  major  complications  [2,3].  It  is
lso  a  time  consuming  procedure  and  causes  high  radiation
xposure  in  young  women.
Use  of  the  AVP  has  cost  advantages  over  other  embolic
aterials.  It  ensures  permanent  occlusion,  and  its  migration
isk  is  less  than  for  coils.  The  plugs  have  radiopaque  platinum
arker  bands  at  both  ends.  The  AVP  contains  dense  woven
itinol  mesh  which  minimizes  its  migration  and  recanaliza-
ion.  Previously,  embolization  of  gonadal  veins  with  great
umber  of  coils  (23  pushable  coils)  had  been  reported  [3].
asile  et  al.  [4]  also  reported  a  case  of  left  ovarian  vein
mbolization  with  AVP  without  procedure  detail.  In  our  case,
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Figure 1. a—c: venography shows dilated right ovarian vein (a) and reﬂux to the pelvic varicose veins and opaciﬁcation of right vulvar
varices (b, c).
Figure 2. a, b: venography shows dilated left ovarian vein (a) and reﬂux to the pelvic varicose veins and opaciﬁcation of right vulvar
varices (b).
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[Figure 3. a, b: venography shows occlusion of the right (a) and le
each  ovarian  vein  was  occluded  with  only  two  AVPs.  To  the
best  of  our  knowledge,  this  is  the  ﬁrst  detailed  report  of
bilateral  ovarian  vein  embolization  with  the  AVPs.  Emboliza-
tion  of  the  ovarian  veins  with  amplatzer  vascular  plug  is
a  promising  method  for  treatment  of  pelvic  venous  insuf-
ﬁciency.
Disclosure  of  interest
The  authors  declare  that  they  have  no  conﬂicts  of  interest
concerning  this  article.
References[1] Kim HS, Malhotra AD, Lee ML, Venbrux AC. Embolotherapy for
pelvic congestion syndrome: long-term results. J Vasc Interv
Radiol 2006;17:289—97.) ovarian vein with amplatzer vascular plugs.
2] Kwon SH, Oh JH, Ko KR, Park HC, Huh JY. Transcatheter ovarian
vein embolization using coils for the treatment of pelvic conges-
tion syndrome. Cardiovasc Intervent Radiol 2007;30:655—61.
3] Rastogi N, Kabutey NK, Kim D. Unintended coil migration into the
right ventricle during the right ovarian vein coil embolization.
Vasc Endovascular Surg 2011;45:660—4.
4] Basile A, Marletta G, Tsetis D, Patti MT. The amplatzer vascular
plug also for ovarian vein embolization. Cardiovasc Intervent
Radiol 2008;31:446—7.
E.H.  Aksungur ∗,  T.  Ball˙I ,  K.  Aikimbaev
Department of Radiology, Medical Faculty,
Cukurova University, Balcali 01330, Adana, Turkey∗ Corresponding author.
E-mail address: aksungur.erol@gmail.com
(E.H. Aksungur)
